Irrespective of any specific epidemiological mechanism, a changing incidence of tuberculosis in England and Wales must inevitably lead to changes in exposure for some or all of the general population. The standard method for assessing exposure to tuberculosis is by tuberculin testing. However, routine tuberculin testing is currently only carried out on either school children prior to BCG vaccination5 or on specific individuals as part of a contact tracing process.6 There are no recent studies of tuberculin testing of adult populations in the UK with no known exposure to, or specific risk factor associated with, tuberculosis infection. Consequently, the current proportions of tuberculin positivity among any given adult population in the UK can only be a matter of conjecture. Such information would be valuable when considering a diagnosis of tuberculosis since some indication of the expected proportion of tuberculin reactors in any given age group would provide a suitable context in which to interpret the tuberculin test result.
Both the absence and potential value ofbaseline tuberculin test data were recently highlighted during the investigation of an outbreak of tuberculosis in a social club in Liverpool in which club members were screened by interview, a brief self-completed questionnaire relating to lifestyles, Heaf testing, and chest radiography. Typically, the interpretation of Heaf test results was confounded by a lack of baseline data regarding Heaf grades in unexposed populations. Using the same methods, a similar investigation was therefore carried out in a second Liverpool social club where no cases of tuberculosis had been recorded. The results ofthese two investigations offer a unique opportunity, firstly, to analyse the incidence of tuberculin positivity in indigenous white adults from a British inner city population and, secondly, to determine how contact with a tuberculosis outbreak alters levels of positivity through recently acquired infections.
Methods
During a six month period from April to September 1992 six adults (five of whom were sputum smear positive) and a child from North Liverpool were diagnosed as having pulmonary tuberculosis. Initial interviews with these individuals revealed that all adults congregated frequently in the same social club. Furthermore, subsequent DNA analysis7 revealed . Analysis of the questionnaire data from those individuals who were Heaf tested and those who only completed the questionnaire showed no significant differences in the control population. In the exposed population, however, individuals who did not complete a Heaf grade test were more likely to be female (p<005) and less likely to have had a BCG vaccination (p<001).
The analyses presented in this paper are limited to those 369 individuals who completed both the questionnaire and Heaftest. For these, the median age of the control club population was significantly higher (z=3 365, p<0.001) than for members of the exposed club (table  1) . Furthermore, there were significantly more current smokers (p<0-01) and current drinkers (p<001) among the members of the exposed club, but the members had significantly fewer years of club membership (p<0-001). There were no significant differences between clubs with respect to sex ratio, ethnicity, current persistent cough, and history of BCG vaccination or tuberculosis.
The population in the club exposed to tuberculosis had a significantly different distribution of Heaf grade results (x2= 16X072, p<0 005), due primarily to a greater proportion of individuals with Heaf grades 3 or 4, from the tuberculosis exposed club (table 2) . This difference is not a function of the discrepancy in age structure between the two cohorts. In all age categories members of the tuberculosis exposed club had higher proportions of individuals with a Heaf grade of 3 or above (figure). Analysis ofthe difference in proportion of Heaf grades 3 or above between the two clubs, stratified by age groups,'0 still showed a highly significant difference (z= 3-080, p<0005). The overall relationship between age and Heaf grade is best summarised as a rise in proportion of positive Heaf tests up to the age of 55-64 at which level positive results plateau (z=5-841). However, in order to remove any idential homes can probably be explained by differences in the age distribution of each co- 
